Introduction

Children and adolescents living with the Human
Immunodeficiency Virus (HIV) or Acquired Immune Deficiency Syndrome (AIDS) present specific requirements due to their serologic status. They need constant monitoring in the healthcare services, for prevention of disease and maintenance of health (1) .
Currently, this care mainly takes place in reference services due to the organization of specific services and skills of the professionals (2) of the specialized services.
While there is a growing epidemiological representation of chronic conditions in Brazil, among them HIV, historically, the Primary Health Care (PHC) services have been geared to meet acute problems, negatively affecting the efficiency and quality of permanent health monitoring. Fragmentation in the organization of these services may impair the coordination of care by the PHC (3) . Strengthening PHC is a strategy to qualify the care for vulnerable groups in the Brazilian National
Health System , coordinating the flow of patients in the care networks and increasing communication between the specialist services and the PHC (2) (3) .
Primary Health Care can be defined as a set of values, principles and structural and complementary attributes of the health system. Its effectiveness is through means of its essential attributes (first contact, longitudinality, integrality and coordination of the care) and derived attributes (family-centered care and community orientation) (4) . The evaluation of the presence and extent of these attributes supports the (re)definition of public policies (5) .
For the evaluation of PHC quality the Primary Care Assessment Tool-Brazil (PCATool-Brazil) can be highlighted, which measures the presence and extent of attributes, with an emphasis on aspects of the structure and process of the services (4) (5) . It is applicable as child, adult and professional versions, used nationally (6) (7) (8) and internationally (9) (10) (11) and includes chronic the inclusion criteria. Of the eligible population, 120
professionals, there were two (1.64%) refusals. The study population was 118 health professionals, with 89 from PHUs and 29 FHS.
For the characterization of the professionals, an instrument was used with sociodemographic variables regarding academic formation and occupational status (independent variables). The evaluation of quality of the PHC (dependent variable), in this study, was considered as presence and extent of the essential and derived attributes (4) . The Professional version of the PCAToolBrazil, consisting of 77 items, divided into six attributes, was applied in interview format. The responses are given on a Likert scale, being "certainly yes" (value=4), "probably yes" (value=3), "probably no" (value=2), "certainly no" (value=1) and "do not know/do not remember" (value=9). The responses marked "do not know/do not remember" were considered "probably no"
.
Data collection took place from January to July 2013, by previously trained research assistants. The interviews with the professionals were performed in a room that guaranteed privacy, in the service where they worked, during work time. They were instructed to respond to the instrument focusing on the care of children and/or adolescents living with HIV. The average time taken to complete the instrument was 40 minutes.
For storage of the data the Epi-Info®, version 6.04
program was used, with independent double entry, to ensure data accuracy. After checking for errors and inconsistencies, the analysis was performed using the 
Results
Of the 122 professionals working in the PHC of Santa Maria, 118 (96.7%) participated. The losses (n=04;
3.3%) were due to refusal to participate. Table 1 shows the sociodemographic and employment characteristics of the PHC professionals, according to the evaluation of high and low PHC score. The formation profile variables of the professionals with the evaluation of high and low score for PHC can be seen in Table 2 .
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After the adjustments, the following were associated with the high score: having another job, working in the FHS and having a statutory contract.
Discussion
The FHS professionals presented higher percentages of high scores for the PHC than those linked to the PHUs, corroborating comparative studies (8, 17) . The general assessment of the PHC was satisfactory for the longitudinality of the care, coordination -care integration, coordination -information system and family orientation attributes. This is in agreement with studies performed in East Asia, which showed that primary care presents higher performance in these attributes (10) (11) .
As was found by a study carried out in Porto Alegre, RS
, the values assigned to the general and essential attribute scores of the PHC of Santa Maria, RS, were considered unsatisfactory. However, the mean general score of the derived attributes was considered appropriate extension, as in the East Asian studies that found a higher mean for this (10) (11) .
When comparing the types of service, statistically significant difference was evidenced between the means of the general score, highlighting that the FHS presents a higher degree of orientation toward PHC (7.04 vs.
6.30). A study conducted in Porto Alegre, RS, also
showed a significant difference in favor of the FHS (7.08 vs. 6.58) (17) . A statistically significant difference was found for the derived attributes score, convergent with the characteristics inherent to the FHS (7.61 FHS vs.
PHUs). This result is in agreement with comparative
studies, which showed significant differences in favor of the FHS in the derived attributes (6, (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) .
The attributes integrality -services provided (8.16 vs. 5.89) and community orientation (6.76 vs. 4.98) stand out, with statistical significance. This is in agreement with the assessment carried out in Porto Alegre, RS, which found statistically significant higher scores in the integrality-services provided (8.27 vs. 7.02) and community orientation (6.75 vs. 5.58) attributes (17) . In a study conducted in the USA, which focused on chronic conditions, improved continuity of the treatment was demonstrated among patients who received care and guidance in their homes (12) . Studies highlight the need for improvements in the actions of social partnerships, in the active search and in community participation regarding infectious and contagious diseases (13) (14) (15) .
The analysis of the integrality of the services available did not distinguish the FHS from the PHUs, with both presenting scores below the ideal, unlike studies in which professionals of the FHS gave this attribute a positive evaluation (6, 17) . However, a study revealed that, regardless of the use of the PHC services, people living with HIV preferably seek specialized services, as they consider them capable of ensuring integrality in the healthcare, negatively interfering with the service network (2) .
The first contact access was configured as the worst performers, in both the FHS and the PHUs. This finding is in agreement with other studies that indicated this to be a bottleneck of the system (7) (8) . These difficulties of access have an influence on organizational issues of the services, such as the organization of the schedule, difficulty making appointments and care programs, among others. This can influence the PHC as the point of entry (19) . A study performed in João Pessoa, PB, with caregivers of children with chronic diseases, confirmed that the PHC is not qualified as the point of entry of the system and showed it to be weak in meeting the demands in resolutive way, contributing to services of medium and high technological density being sought (20) . However, it should be noted that a study conducted in the municipality on the border of Brazil, Paraguay and Argentina, revealed that the patients were diagnosed later when the PHC was the service of first choice for treatment of infectious and contagious diseases, which highlights the need for investment in the quality of PHC (21) .
The coordination of the care presented a satisfactory evaluation in both types of service, which is in agreement with a study that considered this feature to be present in PHC in general (8, 10) , without highlighting the FHS. The satisfactory evaluation demonstrated for this attribute, in both services, may be due to the perception of the need to combine the primary care network and specialized services for the health of the population living with HIV (2) (3) .
The evaluation of longitudinality was satisfactory in the FHS (p>0.05). A study, conducted in the states of Goiás and Mato Grosso do Sul, indicated that the FHS presented a significant difference in the bond with users when compared to PHUs (8) . This bond is a result of confidence in the professional, favoring the resolution and referral of health problems, reducing the need to use services of high technological density (22) . However, a study carried out in Ribeirão Preto, SP, with users living with HIV, showed the need to improve the communication and acceptance of professionals, this being essential for the process of adherence and continuity of the health monitoring (2) .
The assessment of family orientation was satisfactory in both services (p>0.05), as in studies involving PHC in Brazil, the United States and Taiwan (8) (9) 11, 17, 23) . A study performed with family members found that social, cognitive psychological and resource support favor the improvement of family well-being, confirming the importance of care directed toward the family (24) . Nascimento L, Paula CC, Magnago TSBS, Padoin SMM, Harzheim E, Silva CB.
Adjusted multivariate analysis confirmed a higher 
Conclusion
Regarding the service models in PHC, the FHS stands out with the highest degree of orientation toward PHC. However, the FHS coverage in the city is still low 
